Use of the Denver pleuroperitoneal shunt in the treatment of chylothorax secondary to filariasis time it is highly unlikely to do so and depletion of lymph leads to progressive inanition of the patient. In this case several months elapsed in this manner because the patient was reluctant to undergo operative treatment.
time it is highly unlikely to do so and depletion of lymph leads to progressive inanition of the patient. In this case several months elapsed in this manner because the patient was reluctant to undergo operative treatment.
Traditionally surgery for chylothorax means either radical pleurodesis or identification of the site of leakage by lymphography or radioisotope scanning, followed by direct repair, ligation, or lymphoazygos shunting of the lymphatic fistula at thoracotomy.2 In this case a high pressure lymphatic system was thought to be present at the level of the diaphragm, which had previously resulted in chyluria and now presented with chylothorax. The aim of treatment was therefore to decompress rather than to seal the fistula. The pleuroperitoneal shunt enables lymph to be shunted to the greater absorptive surface area of the peritoneal cavity and may thus obviate the need for major surgery without compromising the operative field should thoracotomy subsequently prove necessary.
Pleuroperitoneal shunting has been used in' the treatment of recalcitrant chylothorax for almost a decade and its successful use has been described in both congenital neonatal chylothorax6 and adult cases7 of traumatic and malignant aetiology. We believe, however, that this is the first case in which the use of the pleuroperitoneal shunt has been described in chylothorax secondary to filariasis. increasing dyspnoea on exertion, and a cough producing yellow sputum. There was no relevant family history. On examination she was obese and had finger clubbing. Her wrists, ankles, metacarpophalangeal joints, and metatarsophalangeal joints were swollen, erythematous, and tender in response to light palpation. Auscultation of the chest disclosed bilateral basal end inspiratory crackles.
The erythrocyte sedimentation rate was 80 mm in one hour. Rheumatoid factor was present and C reactive protein was increased. Arterial blood gases while she was breathing air were: pH 7-42, arterial carbon dioxide tension (Paco2) 4 2 kPa, arterial oxygen tension (Pao2) 9 9 kPa. Pulmonary function tests showed mild restriction and a transfer factor (TLCO) of 39% predicted. A chest radiograph (fig 1) showed very fine, sand like micronodules of calcific density, diffusely affecting both lungs. The appearance was unchanged from a radiograph taken 10 years earlier.
Computed tomography of the chest showed diffuse bilateral calcified densities, predomin- antly located at the lung bases, and widespread fibrosis. A radioisotope bone scan showed diffuse and intense uptake through both lungs35 and increased uptake at the diaphysis and metaphysis of the metacarpal bones and in both wrists (fig 2) Radiographically, detectable periosteal thickening along the shafts of the long and short bones confirms the presence of hypertrophic, pulmonary osteroarthropathy.7 1011
Radionuclide bone scans are helpful where radiographic features are minimal or absent. Pericortical and periarticular uptake are consistent with synovitis. Isotopic imaging of the hands and feet is a sensitive method of determining the presence and extent of hypertrophic pulmonary osteoarthropathy."2 The diaphysis and metaphysis of the metacarpal and metatarsal bones may also be seen to be affected, with increased uptake at the distal phalanges.'0 The skeletal survey in our case showed subperiosteal bone formation in the distal tibia and the bone scan showed slightly increased uptake in both wrists and metacarpophalangeal joints. This, associated with finger clubbing, confirmed the presence of hypertrophic pulmonary osteoarthropathy in the presence of definitively diagnosed pulmonary alveolar microlithiasis. 
